In early September, the Engelberg Center for Health Care
Reform released a report, Bending the Curve: Effective Steps to Address Long-Term Spending Growth, which was developed by a group of leading experts in health care and economics. The report contains a set of concrete and feasible steps to slow long-term growth in health care spending -a priority also articulated by leaders in Congress. This brief provides a high-level review of the legislation introduced by Senate Finance Committee Chairman Max Baucus, including a side-by-side summary of key provisions of the Bending the Curve report and those in the Baucus proposal.
Overview
The Baucus health care reform proposal offers many promising ideas to improve the overall performance of the U.S. health care system. In addition to steps that would reduce the number of Americans without insurance coverage, the plan includes ways to slow long-term spending growth while building the high-value health care system our nation urgently needs.
We believe there are important opportunities to modify or augment this proposal to further ensure that payment systems, regulations, and institutions are reformed as part of a comprehensive strategy to increase accountability and support for lowering costs and improving quality. In this review, we briefly summarize: 1) aspects of the Baucus proposal that we believe have the greatest potential to slow long-term spending growth; 2) areas not directly included in the proposal that we believe should be addressed; and
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3) other aspects of the plan where modifications could increase the effectiveness of the overall reform package.
As emphasized in Bending the Curve, the individual reforms described below -and in the report itself -should not be viewed as discrete, incremental steps that alone would slow long-term spending growth. Rather, these are interdependent and reinforcing reforms that should be implemented together to improve and modernize the U.S. health care system.
Key Opportunities for Slowing Long-Term Spending Growth in the Baucus Proposal
The Baucus proposal includes the following provisions that are also included as recommendations in the Bending the Curve report:
• Creates an independent entity ("Patient-Centered
Outcomes Research Institute") to allocate comparative effectiveness research funding • Increases payment rates for primary care physicians • Establishes several steps to increasingly link provider reimbursement to quality and efficiency, including by establishing accountable care organizations (ACOs) • Expands and streamlines CMS piloting authority and resources to support the rapid testing, evaluation, and expansion or modification of new payment models in Medicare and Medicaid, such as patient-centered medical homes • Transitions to a Medicare Advantage competitive bidding system • Establishes an individual insurance requirement, insurance exchanges, rating regulations, and sliding-scale subsidies to: 1) help ensure that insurers compete on price and quality; and 2) help consumers make better health plan decisions, including allowing consumers to save when they select low-cost, high-quality plan options The following pages include a more detailed, "side-by-side" examination of specific recommendations in our report and relevant provisions in the Baucus proposal.
Create an entity to allocate CER funding based on the expected value of the evidence to be developed; Emphasize areas of medical uncertainty, public health interventions, and broader provider practice patterns
• Authorizes the establishment of a private, non-profit corporation • While HCFAC program funding increases are specified (above), the total additional funding allotted to all waste, fraud, and abuse activities is unspecified. Moreover, it is not clear to what extent funds for each of these programs would be mandatory or would need to be appropriated. Pilot "enhanced episode-based payment" systems and other promising payment systems
• The CMS Innovation Center provision outlined below could potentially include enhanced episode-based payment system pilots.
• Establishes a Medicaid Global Payments demonstration project available in up to five states from 2010 to 2012, under which a large, safety net hospital system participating in Medicaid would be permitted to alter its provider payment system from a fee-for-service (FFS) structure to a capitated, global payment structure. Tiered copayments to encourage use of more efficient providers
• No provision.
Key Reform 2: Apply Pressure to "Non-Accountable" Medicare Payments Establish "Virtual ACO" incentives several years
• No provision for a virtual ACO that would apply to all providers not participating in accountable payment systems in regions with excessive per beneficiary costs.
• Applies a new payment modification to the FFS physician payment formula that would pay physicians based upon the relative quality of care they achieve for Medicare beneficiaries relative to cost. Empower an entity to improve the value and ensure the long-term sustainability of Medicare and Medicaid by proposing policy changes that are subject to fast-track, up-or down votes in Congress
• Establishes an independent Medicare Commission that would submit proposals to Congress aimed at extending the solvency of Medicare, slowing Medicare cost growth, and improving the quality of care delivered to Medicare beneficiaries. Specific proposals would be required if a spending trigger is set based on excess cost growth. Congress could make budget-neutral amendments to the proposals, and fast-track legislative procedures would be used to consider the proposals. As written, proposed reforms would be limited to provider payments and could not include benefit designs, premiums, or other sources of revenue increases. [Page 157]
• No provision for similar authority related to the Medicaid program.
Reform medical liability to increase support for providers and insurers to make decisions based on high-value, evidence-based practices.
• Encourages but does not require states to develop and test alternatives to the current civil litigation system as a way of improving patient safety, reducing medical errors, encouraging the efficient resolution of disputes, increasing the availability of prompt and fair resolution of disputes, and improving access to liability insurance. • No provision related to protections for providers based on high-value, evidence-based practices.
Reform anti-trust laws and create processes for expedited waivers from anti-gainsharing and Stark laws
• No separate provision, but waivers presumably would be incorporated in Medicare pilot and ACO authorities described above for shared savings and other payment reforms. Include requirements for guaranteed issue without limited pre-existing condition exclusions; limited health rating (i.e., age and behaviors only); and full risk-adjustment of premiums
• Individual market: Establishes guaranteed issue/renewability, prohibitions on excluding coverage for pre-existing conditions and rescinding coverage; all consistent risk adjustment systems. Ensures that premiums could only vary by tobacco use, age, and family composition. This provision would have a bigger effect if other behavioral steps that could be included elsewhere to improve health could also affect premiums). [Pages 1-2; 8]
• "Flat", sliding-scale exchange subsidies: The value of refundable tax credit subsidies would be linked to the actuarial value of the "bronze" plan in the insurance exchange, which would provide stronger incentives to lower costs as consumers must pay more out of pocket for selecting more generous insurance policies. • Small-group market: Establishes the same rules as those affecting the individual market, but phased in over a period of up to five years starting in 2013. 8] Implement an enforced mandate that individuals maintain continuous, creditable basic coverage
• Requires all U.S. citizens and legal residents, beginning in 2013, to purchase coverage through: 1) the individual market, a public program, an employer in the small group market (meeting at least the requirements of a "bronze" plan, or 2) in the large group market. • Benefit categories in exchanges: Would establish four benefit categories (i.e., bronze, silver, gold, and platinum), each with specific actuarial standards that participating plans must meet to participate in the exchanges. • Imposes an excise tax on insurers if the aggregate value of employersponsored health coverage for an employee exceeds a threshold amount. The tax would be equal to 40 percent of the aggregate value that exceeds $8,000 for individual coverage and $21,000 for family coverage for 2013. The threshold amounts would be indexed to the CPI-U plus one percent beginning in 2014. Set local benchmarks at the average of bids, with plans bidding below the benchmark keeping the full difference and plans above the benchmark collecting the difference in additional premiums
• Transitions the calculation of MA benchmarks on actual plan costs as reflected in plan bids rather than statutorily set rates. MA plans would continue to receive 75 percent of the difference between their bids and the benchmark rates as a rebate payment until 2013. Beginning in 2014, MA plans that bid below the new benchmark rates would receive a rebate amount equal to 100 percent of the difference between their bids and the new benchmarks. MA plans that bid equal to or above the new benchmark rates would continue to be paid the benchmark amount and would be required to charge an enrollee premium equal to the difference between their bids and the benchmarks. Reform Medicare supplemental plans (Medigap and retiree) to eliminate first-dollar coverage, restrict to 50 percent the coverage of Medicare's copays, and require that coverage maintain tiered copays based on value
• No provision on elimination of first-dollar coverage, restriction to 50 percent of Medicare copays, or maintenance of tiered copays based on value.
• Requests that the National Association of Insurance Commissioners create new model plans to include nominal cost sharing to encourage the use of appropriate Part B physician services based on evidence either published or from integrated delivery systems, of how cost sharing affects utilization of appropriate physician care. • No provision for sugar-sweetened beverage taxes.
Allow premium rebates for measurable health and risk-factor improvements, provided that all beneficiaries have an opportunity to save money
• No provision for the allowance of premium rebates.
• Provides Medicare beneficiaries with access (beginning in 2011) to a comprehensive health risk assessment (HRA) to identify chronic diseases, modifiable risk factors, and emergency or urgent health needs. Based on the HRA, Medicare payment would be authorized for a visit to a PCP to create a personalized prevention plan. • Entitles states opting to provide Medicaid coverage for all USPSTF recommended services and immunizations recommended by the Advisory Committee on Immunization Practices (ACIP) as well as removes cost-sharing for those services to receive a one percent point increase in the FMAP for those services, and for the required comprehensive tobacco cessation services for pregnant women. 
